SUMMARY A 56 year old man with ankylosing spondylitis and discovertebral destruction presented with signs of spinal cord compression that was the result of the soft tissue reaction occurring at the level of the discovertebral destruction. This case emphasises the importance of early recognition, use of appropriate imaging techniques (computed tomographic myelography or magnetic resonance), and operative intervention in the management of this rare complication of ankylosing spondylitis. 
Spondylodiscitis or discovertebral destruction (DVD) is a recognised feature of longstanding ankylosing spondylitis (AS). Such lesions usually present with acute well localised back pain, which is exacerbated by exercise and involves most commonly the dorsal and lumbar spine. ' The diagnosis is confirmed by the characteristic radiographic appearance, though tomography or skeletal scintigraphy may be required to show early lesion. ' with sudden onset of 'electric shock' sensations on the medial aspect of both legs followed shortly by weakness of his left leg and a two week history of poor control of micturition.
On examination he was apyrexial with an ankylosed spine, a marked gibbus of the mid-thoracic spine, and large effusions in both knee joints. Neurological examination showed a pyramidal weakness of the left leg with brisk lower limb 344 reflexes, absent lower superficial abdominal reflexes, and bilateral entensor plantar responses. A sensory level was present at the D9 dermatome on the left. Investigations showed haemoglobin 102 g/l, white blood cells 7-5x 109/l, erythrocyte sedimentation rate 110 mm/h. Rheumatoid factor test was negative. Radiographs showed that progression of the DVD lesion at the D9-10 disc space involved the entire inferior and superior surface of the disc (Fig.  1) . No mobility of this segment was demonstrated on attempted flexion and extension radiographs of the dorsal spine. A plain computed tomographic (CT) scan showed no evidence of cord compression.
His symptoms and signs resolved completely with bed rest but reappeared at each attempt at mobilisation, subsiding again with bed rest. More persistent signs with weakness of the legs and altered perianal sensation led to CT myelography. This confirmed obstruction at the level of the DVD lesion (Fig. 2) .
At operation, sclerotic material which appeared to be calcified was seen at the site of the DVD lesion with granulation tissue encircling the dura and preventing vascular pulsation around it. This tissue was removed posteriorly through a decompressive laminectomy at D9. A Hartshill loop fixation with sublaminar wires and cancellous bone chip grafting was used in the area to provide stability. Histology showed bone with trabeculae which were interspersed by fibrous and granulation tissue containing a mild chronic inflammatory cell infiltrate. Islands of new bone formation were also seen. After the operation progressive recovery of the power of the left leg occurred and mobility improved, the patient being able to walk with the aid of a stick. Control of micturition has returned to normal. 
